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This Statement of Deficiencies was generated as &64«“ -;ﬂf
| a result of the Life Safety Code (LSC) survey
| conducted at your facility on 7/21/08 and 7/22/08.

Your facility was surveyed using Chapter 19,
EXISTING Health Care Occupancies, of the 2006 |
| Edition of the National Fire Protection
Association's (NFPA) 101, Life Safety Code. |
| The findings and conclusions of any investigation
| by the Health Division shall not be construed as
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be
available to any party under applicabie federal,
state, or local laws.
K062 NFPA 101 LIFE SAFETY CODE STANDARD
88=D
| Required automatic sprinkler systems are
| continuously maintained in reliable operating
| condition and are inspected and tested
periodically. 19.7.6, 4.6.12, NFPA 13, NFPA
| 25,975 | . )
| Dry storage area in the Kitchen has
been re-arranged with pots and pans
relocated to allow appropriate clearance
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. What corrective action will be
{ accomplished for those areas found to

have been affected by the deficient
practice:

{ This STANDARD is not met as evidenced by:
Based on observation on 7/21/08, the facility
failed to maintain 18 inches of clearance below
sprinkler heads for proper sprinkler coverage in
the event of sprinkler activation.

Findings include;

from the sprinkler head, thereby not
impeding the flow of water from the
head in the event of a fire hazard.

How will you identify other areas
having the potential to be affected by
the same deficient practice:

! In the kitchen dry storage area, there were metal
storage racks that surrounded the walls for
storage of food supplies. There were large pots, |
pans and trays stored on the top shelf that

| reduced the clearance from the sprinkler heads to |

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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statement end‘lﬁg with an asterisk (*) denotes a deficiency which the institution may be excused from correciing providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and pians of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.

All storage areas have been checked to
ensure appropriate clearances to the
sprinkler heads and corrected when

necessary.
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What measure will be put into place
or what systemic changes will be
made to ensure that the deficient
practice does not recur:

eight inches. There were also boxes stored on
the top shelf that reduced the clearance from the |
sprinkler heads to ten inches.

A bold visible line will be painted on
the walls of all storage areas at the
required distance from the sprinkler
heads as a “not to store above, along
with sign posting.”

How will the Facility monitor
corrective actions to ensure that the
deficient practice does not recur:

Ongoing monitoring by Departiment
Managers responsible for their storage
areas with monthly checks by
Maintenance Engineer and/or
Administrator.

Individual Responsible:

Administrator
Date of Completion:

August 28, 2008 g.;eg,&g

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: G3DE21 Facility ID. NVN2965SNF If continuation sheet Page 2 of 2



